
  

Wyoming WIC Program  
PARTICIPANT COMMENT FORM 

 
 
The Wyoming WIC Program is very interested in knowing about specific problems you have in using the program.   
Your comments and concerns will help us make the WIC Program work better for you and other participants.  If you have a 
comment or a complaint, fill out this form and mail it to us.  It does not need a stamp, and you do not have to give your name.  
Please fill out this form, fold in half, tape the end and mail it to us.  
 
Your Name (Optional) ____________________________________________________________________________________ 

Your Address (Optional) __________________________________________________________________________________ 

Your Phone Number (Optional) ____________________________________________________________________________ 

(The above information is optional; however, we may wish to contact you for further information or to inform you of the follow-up taken.) 

What one thing do you wish the WIC Program would change? ____________________________________________________ 

______________________________________________________________________________________________________ 

What would make your visit with WIC easier and more convenient? ________________________________________________ 

______________________________________________________________________________________________________ 

Was the WIC or Grocery Store staff courteous and helpful?  Yes_____ No_______ Please describe: _____________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

Local WIC Office or Grocery Store Address & City _____________________________________________________________ 

_____________________________________________________________________________________________________ 

Describe in detail the nature of the comment or complaint (if involving grocery staff, please include name and description of 

person): _______________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

Date(s) and time(s) during which action occurred:  _____________________________________________________________ 

Do you feel you were discriminated against:  YES _____________ NO ___________ 

If yes, circle one or more:  Race, Color, National Origin, Age, Sex or Disability.  Other: _________________________________ 

______________________________________________________________________________________________________ 

(You may include more information on a separate paper if you wish and fold to the inside of this form.) 

 

Participant Signature (optional):  ___________________________________________________________________________ 

Signature of person completing form (if other than who signed above):  _____________________________________________ 

 

THANK YOU FOR YOUR INPUT! 

 

 

 

 

 

 

 

 

 

“WIC is an equal opportunity provider.”                WIC-65 (03/2004) 

WIC Office Use Only: 

Action Taken:  _______________________________________________________________________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

 

Signature:  _______________________________________ Title: _____________________________ Date: ___________ 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

     NO POSTAGE  
      NECESSARY  

                        IF MAILED    
          IN THE       

    UNITED STATES 
 
 
 

 
 
 
 
 

 
POSTAGE WILL BE PAID BY ADDRESSEE 

 
 

Wyoming WIC Program 
Department of Health 
Community and Family Health Division 
6101 Yellowstone Road 
Suite 510 
Cheyenne, Wyoming 82002 

 

BUSINESS REPLY MAIL 
  FIRST CLASS          PERMIT NO. 363         CHEYENNE, WYOMING 

In accordance with Federal Law and U.S. Department of Agriculture policy, this institution is prohibited from discriminating on the basis of race, 
color, national origin, sex, age, or disability.  To file a complaint of discrimination, write to the USDA, Director, Office of Civil Rights, 1400 
Independence Avenue, SW, Washington, DC, 20250-9410, or call (800) 795-3272 (voice) or (202) 720-6382 (TTY).  USDA is an equal 
opportunity provider and employer.


